2021 Premera Medicare Advantage Plan Information

Thank you for your interest in applying for the Premera Medicare Advantage plan. Below are links to the items
which are part of the Enrollment Packet you would receive if we were to mail it to you. Please take note and
make sure to review the information. You will be receiving an “Enrollment Verification Call” from Premera
within 7 days of the application receipt.

Enrollment Packet — click links below to view the information

Star Rating: Premera / Soundpath
Download Application

Summary of Benefits

Provider Search

Pharmacy Search

Formulary

Initial Enrollment Period (IEP)

If you are new to Medicare, you can enroll during your Initial Enrollment Period (IEP); the three months
before, the month of, and the three months after your Part B effective date. Once you have been enrolled in
a Medicare Plan, you can only make changes during the Annual Enrollment Period (AEP). Please be aware of
the AEP dates are now October 15™ to December 7t". This will give you a January 1°t effective date for your
new plan.

Annual Enrollment Period (AEP)

Applications must be signed and dated on, or between October 15" and December 7. /f they are signed
prior to October 157 they will be returned to you with a new application. |f they are received after December
7% you will not be able to change plans until the next AEP for January of the following year.

Special Enrollment Period (SEP)

There are a number of reasons for Special Enrollments; Loss of a job that provides benefits, death of a spouse
who's plan provided benefits, moving to an area where your old plan is not available, etc...

Once you submit your application to us, we will review your application for completeness and accuracy before we submit
it to the company. You may fax, upload, email or mail your application in to CDA Insurance:

CDA Insurance LLC Fax: 1.541.284.2994 or 888.632.5470
PO Box 26540 Secure File Upload: Click here
Eugene, Oregon 97402 Email: cs@cda-insurance.com

If you should have any questions on the application, please call a licensed insurance agent at 1.800.884.2343 or
1.541.434.9613. Our website: https://medicare-washington.com
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https://medicare-washington.com/shared/docs/medicare-advantage/WA/premera/2021/star.pbc.hmo.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/premera/2021/star.sp.hmo.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/premera/2021/enrollment.pdf
https://medicare-washington.com/shared/docs/medicare-advantage/WA/premera/2021/Premera%20SOB%20HMO%20Medicare%20Advantage%202020.pdf
https://premera.sapphirecareselect.com/?ci=medicareadvantage&_ga=2.267823757.2000025440.1602024902-1350369986.1601689317
https://www.medicareplanrx.com/PharmacyLocator/?contractId=PremeraPref&lang=en&year=2020&clientId=PremeraPref
https://www.premera.com/documents/027877_2021.pdf
https://cda-insurance.citrixdata.com/r/r7a05451975a43c2b
mailto:cs@cda-insurance.com
https://medicare-washington.com/medicare_advantage_plans/premera.html
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PREMERA BLUE CROSS MEDICARE ADVANTAGE PLANS

Enrollment Request Form

Who can use this form?
People with Medicare who want to join a Medicare Advantage Plan or Medicare Prescription Drug Plan.

To join a plan, you must:
+ Be a United States citizen or be lawfully present in the U.S.
+ Live in the plan’s service area

Important: To join a Medicare Advantage Plan, you must also have both:
- Medicare Part A (Hospital Insurance)
- Medicare Part B (Medical Insurance)

When do | use this form?

You can join a plan:

- Between October 15-December 7 each year (for coverage starting January1)
« Within 3 months of first getting Medicare

« In certain situations where you're allowed to join or switch plans

Visit Medicare.gov to learn more about when you can sign up for a plan.

What do | need to complete this form?
- Your Medicare Number (the number on your red, white, and blue Medicare card)
» Your permanent address and phone number

Note: You must complete all items in Section 1. The items in Section 2 are optional — you can't be denied coverage
because you don't fill them out.

Reminders:

- If you want to join a plan during fall open enrollment (October 15-December 7), the plan must get your completed form
by December 7.

» Your plan will send you a hill for the plan's premium. You can choose to sign up to have your premium payments deducted
from your bank account or your monthly Social Security (or Railroad Retirement Board) benefit.

PREMERA |

An Independent Licensee of the Blue Cross Blue Shield Association
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http://Medicare.gov

What happens next?

Send your completed and signed form to:
Premera Blue Cross

PO Box 262548

Plano, TX 75026

Once they process your request to join, they'll contact you.

How do I get help with this form?

Call Premera Blue Cross Medicare Advantage at 888-868-7767 (TTY/TDD:711). Or, call Medicare at 1-800-MEDICARE (1
800-633-4227). TTY users can call 1-877-486-2048.

En espafiol: Llame a Premera Blue Cross Medicare Advantage al 888-868-7767 (TTY/TDD:711) o a Medicare gratis al
1-800-633-4227 y oprima el 2 para asistencia enespafol y un representante estara disponible paraasistirle.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information
unless it displays a valid OMB control number. The valid OMB control number for this information collection is 0938-NEW.
The time required to complete this information is estimated to average 20 minutes per response, including the time to
review instructions, search existing data resources, gather the data needed, and complete and review the information
collection. If you have any comments concerning the accuracy of the time estimate(s) or suggestions for improving this
form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore,
Maryland 21244-1850.

IMPORTANT Do not send this form or any items with your personal information (such as claims, payments, medical
records, etc.) to the PRA Reports Clearance Office. Any items we get that aren’t about how to improve this form or its
collection burden (outlined in OMB 0938-1378) will be destroyed. It will not be kept, reviewed, or forwarded to the
plan. See “What happens next?” on this page to send your completed form to the plan.
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Section 1 - All fields on this page are required

(unless marked optional)

SELECT THE PLAN YOU WANT:

KING * PIERCE  SNOHOMISH - THURSTON

[ ] HMO - $0 [ | Peak +Rx (HMO) - $0

[ Add Optional Supplemental Dental Plan - $22.50 [ ] Add Optional Supplemental Dental Plan - $22.50
[_] Classic HMO - $55 ("] Sound + Rx (HMO) - $40
[_] Classic Plus HMO - $191 [ ] Charter + Rx (HMO) - $151

[_] Alpine (HMO) - $42 (no prescription coverage)

LEWIS « KITSAP - COWLITZ

[ ] HMO - $0 [ ] Classic HMO - $55
[ ] Add Optional Supplemental Dental Plan - $22.50

[ ] HMO - $0 [ ] Total Health HMO - $24
[ ] Add Optional Supplemental Dental Plan - $22.50

STEVENS
[ ] Total Health HMO - $24

SKAGIT < ISLAND * SAN JUAN « WALLA WALLA

[ ] Core HMO - $12
[ ] Add Optional Supplemental Dental Plan - $22.50

[ ] Core Plus HMO - $75

WHATCOM

[ ] Core HMO - $12 [ | Charter + Rx (HMO) - $151
[ ] Add Optional Supplemental Dental Plan - $22.50 (] Alpine (HMO) - $42 (no prescription coverage)

[ ] Peak +Rx (HMO) - $0 (] Classic (HMO) - $55
[ ] Add Optional Supplemental Dental Plan - $22.50

[ | Sound + Rx (HMO) - $40

Y0134_PBC2630_C 042629 (10-02-2020)
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YOUR INFORMATION

First Name: Last Name: Mid Int: O Mr. O Mrs. O Ms.
Birth Date: SexOM OF Phone:
Email Address: Send materials electronically: O Yes O No

Permanent residence (PO box is not allowed)

Street Address: City:

Optional: County: State: Zip:

Mailing address (only if different from permanent residence address)

Street Address: City:

County: State: Zip:
Emergency contact

Name: Phone:

Relationship to You:

Choose the name of a Primary Care Provider (PCP):

PCP Location:

PROVIDE YOUR MEDICARE INSURANCE INFORMATION

Please take out your Medicare card to complete this section. Name (as it appears on your Medicare card):

+ Please fill in the blanks so they match your red, white, and blue
Medicare card.

——— OR ——-— Medicare #:
+ Attach a copy of your Medicare card or your letter from Social Is entitled to EFFECTIVE DATE
Security or the Railroad Retirement Board. HOSPITAL (Part A)

You must have Medicare Part A and Part B to join a Medicare MEDICAL (Part B)
Advantage plan.

OFFICE USE ONLY:
> ) ) Q
c2> AGENT NAME: WRITING #: 5
w Tiffany Jackson 6376V0698 a
D | SCOPE OF APPOINTMENT: AGENT RECEIVED DATE: E
[N N ] m
O | O PAPER [0 APP MAILED TO AGENT EFFECTIVE DATE: o
L =
g [J SEMINAR (DATE / LOCATION): SEP TYPE: >
PBP; PLAN #: CONTRACT #: GROUP #:
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READ AND ANSWER THESE IMPORTANT QUESTIONS

1. Some individuals may have other drug coverage, including other private insurance, TRICARE, Federal employee health
benefits coverage, VA benefits, or State pharmaceutical assistance programs.

Will you have other prescription coverage in addition to Premera Blue Cross? [1Yes [ No

If “yes, please list your other coverage and your identification (ID) number(s) for this coverage:
Name of other coverage:

ID # for this coverage: Group # for this coverage:

Section 2 - All fields on this page are optional

Answering these questions is your choice. You can't be denied coverage because you don't fill them out.

Select one if you want us to send you information in a language other than English. O Spanish
Select one if you want us to send you information in an accessible format. O Braille

Please contact Premera Medicare Advantage at 888-868-7767 (TTY/TDD:711) if you need information in an accessible
format other than what's listed above. Our office hours are Monday-Friday, 8 a.m. to 8 p.m. (7 days a week, 8 a.m. to
8 p.m., October 1-March 31).

Do you work? OO Yes OO No  Does your spouse work? O Yes O No

Y0134_PBC2630_C 042629 (10-02-2020)
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IMPORTANT: Read and sign below:
- I must keep both Hospital (Part A) and Medical (Part B) to stay in Premera Blue Cross.

+ By joining this Medicare Advantage Plan or Medicare Prescription Drug Plan, | acknowledge that Premera Blue Cross will
share my information with Medicare, who may use it to track my enrollment, to make payments, and for other purposes
allowed by Federal law that authorize the collection of this information (see Privacy Act Statement below).

» Your response to this form is voluntary. However, failure to respond may affect enrollment in the plan.

- The information on this enrollment form is correct to the best of my knowledge. | understand that if intentionally provide
false information on this form, | will be disenrolled from the plan.

- | understand that people with Medicare are generally not covered under Medicare while out of the country, except for
limited coverage near the U.S. border.

- | understand that when my Premera Blue Cross Medicare Advantage (HMO), or Premera Blue Cross Medicare Advantage
Classic (HMOQ), or Premera Blue Cross Medicare Advantage Classic Plus (HMQ), or Premera Blue Cross Medicare
Advantage Total Health (HMQ), or Premera Blue Cross Medicare Advantage Core (HMOQ), or Premera Blue Cross
Medicare Advantage Peak + Rx (HMO), or Premera Blue Cross Medicare Advantage Sound + Rx (HMO), or Premera Blue
Cross Medicare Advantage Charter + Rx (HMQ), or Premera Blue Cross Medicare Advantage Alpine (HMO) coverage
begins, | must get all of my medical and prescription drug benefits from Premera Blue Cross. Benefits and services
provided by Premera Blue Cross and contained in my Premera Blue Cross “Evidence of Coverage” document (also known
as a member contract or subscriber agreement) will be covered. Neither Medicare nor Premera Blue Cross will pay for
benefits or services that are not covered.

- | understand that my signature (or the signature of the person legally authorized to act on my behalf) on this application
means that | have read and understand the contents of this application. If signed by an authorized representative (as
described above), this signature certifies that:

1) This person is authorized under State law to complete this enrollment, and

2) Documentation of this authority is available upon request by Medicare.

Signature: Date: — __/___/_____

If you're the authorized representative, sign above and fill out these fields:
Name: Address: Phone number:

Relationship to Enrollee:

Y0134_PBC2630_C 042629 (10-02-2020)
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Paying your plan premiums

You can pay your monthly plan premium, including any late enrollment penalty that you currently have or may owe by mail
or Electronic Funds Transfer (EFT) each month. You can also choose to pay your premium by having it automatically
taken out of your Social Security or Railroad Retirement Board (RRB) benefit each month.

If you have to pay a Part D-Income Related Monthly Adjustment Amount (Part D-IRMAA), you must pay this extra
amount in addition to your plan premium. The amount is usually taken out of your Social Security benefit, or you may get
a bill from Medicare (or the RRB). DON'T pay Premera Blue Cross the Part D-IRMAA.

Please select a premium payment option:
O Get a monthly bill

O Electronic funds transfer (EFT) from your bank account each month. Enclose a VOIDED check or provide the following:

Account Holder Name: Account type: O Checking O Savings

Bank Routing #: Bank Account #:

O Automatic deduction from your monthly Social Security or Railroad Retirement Board (RRB) benefit check
(Please note: The Social Security/RRB deduction may take two or more months to begin after Social Security or
RRB approves the deduction. Before the deduction begins, you may receive invoices for your premium. You will
be responsible for paying your monthly premium directly to Premera from your effective date until the date your
withholding begins. Invoices will stop once the deduction is approved. If Social Security or RRB does not approve your
request for automatic deduction, we will send you a letter and paper bill for your monthly premiums.)

| get monthly benefits from: O Social Security O Railroad Retirement Board

PRIVACY ACT STATEMENT: The Centers for Medicare & Medicaid Services (CMS) collects information from Medicare
plans to track beneficiary enrollment in Medicare Advantage (MA) or Prescription Drug Plans (PDP), improve care, and for
the payment of Medicare benefits. Sections 1851 and 1860D-1 of the Social Security Act and 42 CFR §§ 422.50, 422.60,
423.30 and 423.32 authorize the collection of this information. CMS may use, disclose and exchange enrollment data
from Medicare beneficiaries as specified in the System of Records Notice (SORN) “Medicare Advantage Prescription
Drug (MARx)", System No. 09-70-0588. Your response to this form is voluntary. However, failure to respond may affect
enrollment in the plan.
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PREMERA |

An Independent Licensee of the Blue Cross Blue Shield Association

Discrimination is Against the Law
Premera Blue Cross (Premera) complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, age, disability, or sex. Premera does not exclude people or treat them differently because of
race, color, national origin, age, disability, sex, gender identity, or sexual orientation. Premera provides free aids and
services to people with disabilities to communicate effectively with us, such as qualified sign language interpreters and
written information in other formats (large print, audio, accessible electronic formats, other formats). Premera provides free
language services to people whose primary language is not English, such as qualified interpreters and information written

in other languages. If you need these services, contact the Civil Rights Coordinator. If you believe that Premera has failed
to provide these services or discriminated in another way on the basis of race, color, national origin, age, disability, or sex,
you can file a grievance with: Civil Rights Coordinator — Complaints and Appeals, Premera Blue Cross Medicare
Advantage Plans - Complaints & Appeals, PO Box 262527, Plano, TX 75026, Phone: 888-850-8526, Fax: 800-889-1076,
TTY: 711, Email AppealsDepartmentinquiries@Premera.com. You can file a grievance in person or by mail, fax, or

email. If you need help filing a grievance, the Civil Rights Coordinator is available to help you. You can also file a civil rights
complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office
for Civil Rights Complaint Portal, available at https:/ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at: U.S.
Department of Health and Human Services, 200 Independence Ave SW, Room 509F, HHH Building, Washington, D.C.
20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Language Assistance

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiistica. Llame al
888-850-8526 (TTY: 711).

AR ARERER R 0 R IR EIE S SR S IR TS - G520 888-850-8526 (TTY - 711) -

CHU Y Néu ban ndi Tiéng Viét, ¢ cac dich vu hd tror ngdn nglk mién phi danh cho ban. Goi s6 888-850-8526 (TTY: 711).

St=0HE MEBotAl= 82, 6 XI& MUHIAE 22 0|=otal &= UASLICH 888-850-8526

(TTY. 1) HOZ Mo AL,

BHUMAHWE: Ecrnu Bbl roBOpUTE Ha PYCCKOM $3bike, TO Bam AOCTYMHbI 6ecnnaTHble yCnyru nepesoaa. 3BOHUTE
888-850-8526 (TeneTain: 711).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa 888-850-8526 (TTY: 711).

YBATA! AKLWO BM PO3MOBAAETE YKPAIHCbKOK MOBOLO, BU MOXKETe 3BEPHYTMCA A0 6E3KOLWTOBHOI C/1YXKOM MOBHOI
nigTpumkn. TenedoHyite 3a Homepom 888-850-8526 (Tenetann: 711).

(s 1WGESmynSunw Manigl, tuhSSwigmAmMman IwESsSAM LU
AMGENSUINUUNIEMSY G §1i01) 888-850-8526 (TTY: 711)

EBHE  BAEEHESNLSE. MUOSEZESL CHALEFET, 888508526 (TTV71)
FT, BEEICTITERKRLSZELY,

TNFOF: 99515 RIR ATICE WPt SFCTI® ACAT LCEPFT 1A ALLTHPT THILAPA: DL T tAD- &TC
£Lm- 888-850-8526 (P09t A-+AGTF®-: T11).

XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltidhaan ala, ni argama. Bilbilaa
888-850-8526 (TTY: 711).

(711 2S840 5 aall aila 28 ) 8888508526 a8 0 ol (laalls el A 635 4y gall) Sac Lsall hlead (8 cdall) SO Eaaas i€ 1)) Al ala

s fe€: A 37 JArst 98 J, 37 3 @9 Aofes™ AT 393 B8 Hes Gussy J1 888-850-8526

(TTY: 711) '3 IS I

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfligung.
Rufnummer: 888-850-8526 (TTY: 711).

00990 T 90 21 WO MWITI D99, NIVL D NIVY  08CY)_ SO IVWIF, L0BV

o 1

3 08 9w VL W sVl 1 v, s 888-850-8526 (TTY: 711).

Premera Blue Cross is an HMO plan with a Medicare contract. Enrollment in Premera Blue Cross depends on renewal.
Y0134_PBC1088_C 028023 (08-12-2019)
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